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There are two key reasons why the last decade has
seen an increased focus on demand management
strategies in health care. Managed care cost-reduction
pressures have led to the deployment of a variety of
financial, administrative, and clinical initiatives
designed to control the demand for costly health care
resources. In addition, pressure from consumers has
led to the development of a number of programs
designed to involve patients more actively in their
care. Herein I describe the driving forces behind the
development of demand management programs,
describe a number of general demand management
strategies, and highlight strategies that encourage col-
laboration between patients and physicians. I also dis-
cuss the role for specialty physician leadership in the
development and implementation of these initiatives.
DEMAND MANAGEMENT: 
THE IMPERATIVE
Managed care organizations are playing an
increasingly important role in the delivery of health
care in the United States. As the reimbursement sys-
tem evolves from a largely fee-for-service system to a
capitated one, physicians are being asked to treat
populations of patients with fewer resources. The
response to these pressures has been mixed. At one
end of the continuum are critics who believe that
with managed care physicians are asked to choose
between their own financial interests and the interests
of their patients.1 At the other extreme are those who
view the managed care environment as an opportu-
nity to decrease overutilization of services and rectify
underutilization of services to provide better health
care while reducing waste in the system.2
In the middle of this debate stand the patients,
the constituency who has the most to lose if the
delivery of health care services deteriorates under
managed care. As patients become educated about
the financial incentives under managed care, patients
who have historically trusted physicians to make
appropriate recommendations are questioning
whether a passive role in their health care decisions
is in their best interests. At the same time, evidence
is accumulating that suggests patients who are
actively involved in their health care have better out-
comes.3,4
The challenge before us is to develop strategies
for effective management of the use of clinical
resources while delivering high-quality, cost-effec-
tive health care and promoting involvement of
patients in their own care.
MEDICAL PRACTICE VARIATION: 
WHAT DOES IT REVEAL ABOUT 
QUALITY OF CARE?
Variation in the rates of surgical and medical
health care services has been identified in the health
care system.5 John Wennberg, MD, and colleagues
have identified variation in the use of health care ser-
vices in the United States.6 Wennberg et al. pro-
posed that variation occurs largely because physi-
cians differ in their thresholds for recommending
services for different patients.7 Variation appears to
be most pronounced when there is scientific uncer-
tainty about the best way to proceed.7 These discre-
tionary decisions are common in both medicine and
surgery and are vulnerable to the influence of social
and economic considerations.8,9
Although the exact determinants of the variation
remain unclear, evidence suggests that physician rec-
ommendations are important determinants of prac-
tice patterns.10,11 While not surprising, this does
have important implications for quality of care.
Many times patients have options, such as surgical
versus medical therapy or open versus laparoscopic
approach. Although the main clinical outcomes may
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be similar between options, often the quality-of-life
considerations associated with the options vary quite
a bit. Physicians do not always know what their
patients value when it comes to quality-of-life out-
comes, but patients clearly care about the quality-of-
life aspects of their treatment and the outcomes of
care.12 Recent work by Barry and colleagues13 has
shown that when educated about the risks and ben-
efits of treatment options, men with benign prostat-
ic hyperplasia select treatment options that are con-
cordant with their preferences for clinical outcomes
that have important quality-of-life implications. This
is an argument for a more active role of patients in
discussions about treatment options.
DEMAND MANAGEMENT STRATEGIES:
CURRENT APPROACHES
Strategies to manage physician demand for clini-
cal resources, that is, the use of technologies and
costly inpatient days of stay, have been put in place
by managed care organizations. Examples of these
are Milliman and Robertson Management Guide-
lines for inpatient care, home care, ambulatory care,
and home health services.14 Other controls include
utilization review, prior approval strategies, and use
of primary care gatekeepers.15 Specialty physicians
can develop alternatives to these approaches through
developing evidence-based clinical guidelines and
pathways16 and through developing strategies for
implementing these guidelines in clinical practice.
Specialists can collaborate with primary care physi-
cians so that patients with vascular disease are appro-
priately treated and referred across the continuum 
of care.
Strategies to control patient demand for
resources include financial controls such as co-pay-
ments and deductibles. Educational resources such
as self-care resource books have been deployed in
the managed care environment as demand manage-
ment strategies.17-19 Nurse advice lines have been
developed to assist patients in managing routine
medical and surgical issues and to reduce the use of
unnecessary physician office visits and emergency
room visits.15
DEMAND MANAGEMENT: THE 
COLLABORATIVE APPROACH
Another newer class of demand management
strategies has developed in response to consumers’
interest in being more informed about their health
care and in response to the observation that current
medical decision making probably does not reflect
the preferences of patients. One such strategy was
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developed by Wennberg and colleagues at the
Foundation for Informed Medical Decision-making
in Hanover, New Hampshire.20,21 They developed
shared decision-making programs (SDPs) designed
to assist patients and physicians with a number of
clinical decisions.
The SDPs combine didactic narrative, patient
testimonials, and tailored estimates of risk and ben-
efit. The didactic information provides patients with
the facts about the condition and the options for
treatment. The patient testimonials allow viewers to
hear from patients who have made different choices.
The tailored presentations of risk and benefit allow
the viewer to receive personalized information. The
program highlights for patients where there are dif-
ferences in risks and benefits among the treatment
options and encourages patients to consider their
own preferences and attitudes.
The SDPs are not designed to replace physicians.
The SDPs are designed to complement the tradition-
al physician-patient encounter by providing patients
with the vicarious experience of other patients and to
provide patients with tailored information that may
not be available in a routine office visit. SDPs are
available for a range of clinical conditions, including
benign prostatic hyperplasia (BPH), ischemic heart
disease, mild hypertension, breast cancer, low back
pain, prostate cancer, prostate-specific antigen test-
ing, and hormone replacement therapy.
Use of SDPs among men with BPH has shown
that patients rate the SDP very favorably.13 Among
men with BPH, SDP users have been shown to make
decisions that are consistent with their preferences
and attitudes about alternative quality-of-life out-
comes associated with the treatment options.13
Results from a randomized, controlled trial of an
SDP for men with BPH showed that men who
viewed the SDP knew more about their condition,
experienced higher levels of physical functioning, had
higher perceptions of their health, and rated the deci-
sion-making process more favorably than their coun-
terparts who received an informational brochure.22
Work with programs such as SDPs is promis-
ing,23,24 but further research is necessary to fully
understand how best to use these programs in prac-
tice and to understand the long-term effect of these
interventions. Although many patients desire infor-
mation about their health care choices, not all
patients want to participate actively in the decision-
making process.25,26 Providers need training in how
to conduct these discussions. In addition, many
more programs are necessary to provide this level of
decision support across specialty conditions.
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SDPs are only one intervention designed to
involve patients in health care decisions. For exam-
ple, the Comprehensive Health Enhancement
Support System uses on-line computer technology
to provide patients with general information, bul-
letin board discussions, and expert opinion about a
number of health conditions.27,28 Researchers are
also developing handheld, bedside decision-making
tools to facilitate discussions of risks and benefits of
specific treatment options.29
SUMMARY AND OPPORTUNITY FOR 
SPECIALTY PHYSICIANS
Demand management techniques are proliferat-
ing in response to both managed care financial pres-
sure and in response to the observation that patient
participation in their health care decisions and in
their health care may lead to improved outcomes.
There are many potential roles for specialty physi-
cians. Physician involvement in outcomes research
and clinical trials clearly is necessary for evolution of
the scientific knowledge base that informs evidence-
based guidelines. Physicians should seek opportuni-
ties to use the current research base to develop these
guidelines and pathways to better guide physician
demand for clinical resources. Collaboration with
primary care providers to develop guidelines for the
care of patients should help ensure that patients are
receiving necessary care across the continuum. In
addition to developing the tools, physician opinion
leaders are needed to educate their peers and
encourage participation in the use of these tools.
Physician leadership is needed to assist patients in
making decisions about their health care. Under-
standing medical practice variation within the field of
vascular surgery will guide efforts to improve the cur-
rent state of clinical decision making. In particular,
specialists should examine the ways in which they are
currently making decisions with patients to under-
stand where the process can be improved. Both
physicians and patients need training in collaborative
decision making. There are important roles for inter-
ested physician leaders in developing continuing
medical education programs directed at decision
making and demand management for their col-
leagues. Physicians should consider taking opportu-
nities to help patients better understand the clinical
conditions within their specialty area and help
patients understand treatment options. Physician
leadership and dialogue between physicians and
patients will help ensure that demand management
processes will improve quality of care and help ensure
that clinical resources are used appropriately.
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